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1. CASE {#ccr32366-sec-0001}
=======

A 43‐year‐old lady presented with 5 months of progressive dyspnea, biphasic stridor, and hoarseness. She was treated for asthma in the community, which did not improve. She presented to the emergency department due to acute deterioration. Nasoendoscopy revealed subglottic stenosis. Biphasic stridor and hoarseness should prompt an otolaryngology assessment.

A 43‐year‐old lady with Turner\'s syndrome presented to the emergency department with a 5‐month history of progressive dyspnea, biphasic stridor, and hoarse voice. Prior to admission, she was treated for asthma and recurrent chest infections in the community with salbutamol inhalers, antibiotics, and steroids. Chest X‐rays have been consistently normal. Her symptoms would intermittently resolve. She was admitted by the medical team and investigated for a respiratory cause. The patient subsequently had a respiratory arrest. After resuscitation, the ENT team was asked to review due to the hoarse voice. Flexible nasendoscopy revealed a subglottic stenosis with a web occluding 60% of the cross‐sectional area. This extended upwards with a second web fixing the vocal cords at the anterior commissure (Figure [1](#ccr32366-fig-0001){ref-type="fig"}). This was the cause of the biphasic stridor and voice change. CT neck and thorax was organized to measure the longitudinal extension of the stenosis (Figure [2](#ccr32366-fig-0002){ref-type="fig"}). Blood work (inflammatory markers, antineutrophil cytoplasm antibodies, and antinuclear antibodies), to rule out autoimmune causes such as granulomatosis with polyangiitis, was normal. In light of multiple ear operations as a child and a negative autoimmune screen, the most likely cause is repeated intubations in the past.[1](#ccr32366-bib-0001){ref-type="ref"} She was treated acutely with dexamethasone, nebulized adrenaline, and saline humidification. She was transferred to a tertiary center for division and dilatation of the stenosis.

![Subglottic web occluding 60% of the cross‐sectional area. This extended upwards with a second web fixing the vocal cords at the anterior commissure](CCR3-7-2006-g001){#ccr32366-fig-0001}

![Subglottic stenosis extends over approximately 9 mm into the trachea. The airway below the stenosis is unremarkable](CCR3-7-2006-g002){#ccr32366-fig-0002}

Nasoendoscopy allows rapid assessment of the upper airway and is diagnostic of subglottic stenosis and can assess the airway for other causes such as vocal cord paralysis or malignancy. CT scanning can help to characterize the longitudinal extension of the stenosis and rule out external compression causes, such as retrosternal goiters. The advantage of nasoendoscopy is a lack of requirement for sedation compared to bronchoscopy. Spirometry flow loop volumes can also give an indication of upper airway obstruction. This is represented by a flattened inspiratory and expiratory flow‐volume loops and an Empey index of more than 10, which is the ratio of forced expired volume in 1 second to peak respiratory flow rate (FEV1/PEFR).[2](#ccr32366-bib-0002){ref-type="ref"} Spirometry can be used in primary care, where nasoendoscopy or bronchoscopy is not readily available. Although not diagnostic of upper airway obstruction, it can help the physician to suspect upper airway obstruction and organize an earlier endoscopic examination. Management of subglottic stenosis depends on the degree of the stenosis. Treatment is mainly surgical which involves balloon dilatation and division of the stenosis. In severe or recurrent cases, laryngotracheal reconstruction surgery is required.
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